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AUTHORIZATION TO RELEASE TR NS e
10136 (3-2015) HEALTH INFORMATION SRR
1 Patient name: (Patent’) Dateof Bith: ___________Telephone:
Address: . : Med. Rec. #
Siroet CHy Hale Zip

2. The undersigned hereby aulhorizes the fglfowing CNE Provider _ Butler Hospital/ Ke a+ Unle
(Insert HosphatFacilily/Physician name) (the “Provider”}

Address: 345 Blackstone Boulevard, Providence, Ri 02906

Street City Slate Zip
{ Fax:

Telephone:

0 to release/disclose to the individual and/or entity named in Section 3 {*Recipient”)
ANDIOR
01 to request/receive from the individual andfor entity named In Section 3 {"Disclosing Party"”)
the protected health information (“Health Information”) specitied in Section 4

3. Reiplent o Disclosing Parly: (Insert IndividualfEntily Narne)
Télephone: Fax Number (if Health Information is to be faxed):
Address; :
Sireet City: State Zp
4. ‘Please check one or more fypes of Health Information to be réleased/requestad:
Allergies Laboratory Resuils Operative Report
Immunization Records X-Rayfimaging Resulis AXX  Psychiatric Exam
Emergency Dapt. Records** History & Physical Psychological Tests
Registration Record - Progress Notes Treatment Plan(s)

Discharge Summary Consultation Reports Entire Record

OTHER (Please specify):
**An authorization for Emergency Department Records may Include any of the above listed Health Information records.

5. Time frame for which the Health Information authorized in Section 4 above should be releasedirequested:
Fortheperiod from _______ (Insert start date) through -~ " {insert énd date);
ORALL DATES OF TREATMENT - . (Pleass inflial)

6. The undersigned acknowledges, agrees, and undersiands that unless spacifically limited below, any Health Infarmation released may
include mental health {reatment information, alcohol and substance abuse treatment information, STDs andfor HIV/AIDS-related information.
DO NOT RELEASE THE FOLLOWING HEALTH INFORMATION (Please specify)

7. This authorizétion is bielng requested by the tindersigned for the following purposas) (initial ail tiiat apply).
Maedical Care ega Insurance Personal
Other (Please describe): Pclice Candidate Background Check

8. The undersigned acknowledges and understands each of the following:

+  adthorizing the release of the Patient’s Health Information is voluntary;

+  refusa] to sign this authorization does not affect the Patient's treatment, payment of claims, heaith plan enroliment or elighility for benefits:

«  this authorization may be revoked at any time upon writien request to the Provider's privacy officer or health information department
except to the extent that release of Patient's Health Information has already occurred in refiance on this authorization;

*  unless previously revoked, this authorization will automatically expire SIX (6) months from the dale of sighatire below;

*+  any Information refeased to the Recipient may be re-disclosed and ma y no fonger be protected by federal or state privacy and
or confidentiality laws.

THE UNDERSIGNED (1) HAS READ AND UNDERSTANDS THIS AUTHORIZATION; (2} HAS HAD ANY QUESTIONS WITH RESPECT TO
THIS AUTHORIZATION EXPLAINED TO HIS/HER SATISFACTION; {3) IS AUTHORIZED TO SIGN THIS AUTHORIZATION INDIVIDUALLY
AB THE PATIENT OR AS THE PATIENT'S LEGAL REPRESENTATIVE; AND {4) HEREBY EXPRESSLY AND VOLUNTARILY AUTHORIZES
THE RELEASE/REQUEST OF THE PATIENT'S HEALTH INFORMATION AS SPECIFIED ABOVE,

Sigaature of Patient or Legal Representative of Patient Date/Time
PRINT name of Patient or Legal Representalive of Patient Relatienship to Patient or Authority to Act for Patient
WITNESS

THIS AUTHORIZATION SHALL BE [NVALID UNLESS ALL APPLICABLE SECTIONS ARE COMPLETE




